The county analyst's pH studies confirmed the presence of variable high levels of alkalinity, and the numbers of cases were reduced when a neutralising agent was added to the final rinse.
The detergent did not contain enzymes but among its 14 constituents was a low concentration of an optical brightener (Blankophor MBBH 766). Optical brighteners have been known to cause contact dermatitis.' The detergent also contained caustic soda and potassium hydroxide, both of which are more likely to be retained in cotton than in polyester sheets.
The rash seemed to be irritant rather than allergic. This was suggested by the short time interval between arrival on the site and development of the rash (some appeared within eight hours). An attack rate of over 75% in some school parties also suggested a cause to which a high percentage of people were susceptible. Unlike allergic contact dermatitis, irritant dermatitis may affect all those exposed to the irritant-people's thresholds, however, may differ.
The commercial nature of the centre, with large groups of people (over 9500 at times) arriving and departing at intervals of three days to a week made rechallenging those in whom the rash developed difficult to coordinate. Atopy is known to predispose to irritant contact dermatitis; the questionnaire did not, however, request details of past atopy or allergy because at the time of the investigation the priority was to find a common causal link between cases.
The epidemic was brought to the attention of the health authority by the unusual situation of the holiday centre, with up to 9500 people sharing a common environment and 7000 sleeping in sheets laundered at a common source. The problem itself was of little medical significance but attracted disproportionate media attention, without which it may not have come to immediate medical attention. There were many possible sources for irritant allergic rashes. No previous problems had been reported with the detergent, and there were no cases of the rash in places whose laundry was processed by the same source, but these factors were misleading.
In the margarine disease in Holland in 1960 a slapped face rash was also originally mistaken for a viral infection; in this case emulsifiers in margarine were eventually found to be the cause.2 Thus food and drink were included in the questionnaire survey. Other known causes of contact irritant dermatitis were covered. Airborne agents have been shown to provoke an irritant dermatitis3 and so the sprays and cleaning materials used to clean the showers were considered. The irritancy of soaps has been described at length,45 and among other factors the pH is a significant cause of irritation. Malten suggested that once integrity of the surface of the skin had been severed, many substances and influences with minor degrees of aggressiveness could penetrate the skin and thus may add to deranging its metabolism.6 Alkaloids affect the lipids at the skin surface and dissolve water holding substances; keratin cross linkages are broken, and water penetration causes swelling of the horny layer.7 Contact irritant dermatitis from use of detergents and cleaners in the workplace has been described by Mathias (case 6) showed no improvement with the mask. The mean reduction in the group was 33-7% (SE 3 2%) without the mask and 9-1% (6 1%) with it (p<0 01). Most patients felt heat on their face but none complained of difficulty in breathing through the mask.
Comment
Our results show that a mask retaining heat and moisture effectively controlled exercise induced asthma in most of our asthmatic subjects. Previous work has shown that humidification of air can prevent the reduction in the forced expiratory volume.' Storing exhaled air in a mask such as the one we used is a practical way to humidify and heat air, thus making both water and heat available for the next inspiration. The mask might be more beneficial in cold weather, which classically precipitates the development of exercise induced asthma.4 The increased dead space from the mask does not play an important part during exercise.
We found that even with the mask the forced expiratory volume in one second decreased by 9-1% after exercise. This reduction is, however, similar Reduction in forced expiratory volume in one second (FEV,) after exercise with and without a mask in 10 asthmatic patients (161) . Overall the 222 current non-smokers (ex smokers and those who had never smoked) secreted a mean of 49-9 ng of epidermal growth factor per 10 minutes (95% confidence interval 44-3 to 56 2 ng/10 min), and 95 (43%) of them had ulcers. The 114 current smokers secreted 30-6 (25-1 to 37 3) ng of growth factor 10 min (p<0001) and a larger proportion of them (64; 56%) had ulcers. Differences between current smokers and non-smokers remained significant when patients with duodenal ulceration and gastric ulceration were analysed separately (table) .
To exclude the possibility that differences arose by confounding, patients who were current smokers were Output of salivary epidermal growth factor in smoking and nonsmoking subgroups. Results are means (95% confidence intervals) Non 
